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Melasma is a common acquired pigmentary skin disorder characterized by a macular pigmentation of the face involving the malar area, the cheeks, upper lips, and the forehead in varying combinations. The three major patterns of pigment distribution in melasma are centrofacial (cheeks, forehead, upper lip and nose), malar (cheeks and nose), and mandibular (mandibular area of cheeks). Melasma affects females much more commonly than males and majority of patients are in the third and fourth decades of their life.\[[@ref1][@ref2]\] The severity of this disease is calculated on the basis of Melasma Area and Severity Index (MASI).\[[@ref3]\] The treatment of melasma includes agents used topically or orally to decrease melanin production, sunscreens, antioxidants, etc. Hydroquinone is the prototype depigmenting agent used in melasma that exerts its effect by inhibiting tyrosinase, the rate limiting enzyme in melanin synthesis.\[[@ref4][@ref5]\] This prototype drug is combined with many agents including retinoids and topical steroids to increase its efficacy in causing a pigment dilution in melasma.\[[@ref6]\] Topical steroids have also been used in melasma either alone\[[@ref7][@ref8]\] or in combination with hydroquinone and retinoids.\[[@ref5]\] However, the rationale of using topical steroids especially the potent ones in melasma has always been a debatable issue. This is because the withdrawal of these steroids invariably leads to a relapse and their prolonged use is invariably associated with steroid adverse effects on the facial skin.\[[@ref9][@ref10]\] Kligman\'s formula is one of the most popular combination therapies in the management of melasma that has been in use for more than two decades.\[[@ref11]\] This original formula employed a mild steroid, dexamethasone 0.1% in combination with 0.1% tretinoin, and 5% hydroquinone in a cream base.\[[@ref11]\] Kligman\'s formula has been modified in a number of ways over the years to suit different skin types. The most recent modification in this regard that has become quite popular in India is a triple combination of mometasone 0.1%, 2% hydroquinone, and 0.025% tretinoin in a cream base. A number of brands utilizing this combination are presently available in the Indian market and they are now being rampantly used by dermatologists and even by general practitioners for the treatment of melasma. In ideal circumstances the combination treatment is supposed to be used for a maximum of 4--8 weeks after which the treatment has to be stopped or withdrawn gradually and replaced with safer modalities of melasma management. This is because of the presence of mometasone in this combination which, being a mid-potent steroid has the propensity to cause steroid side effects on the face when used for more prolonged periods. However, what has been our observation with this treatment option is that in majority of cases the patient typically lands into a relapse the moment he or she stops the triple combination treatment and this invariably forces him or her to use the treatment once again even at times against medical advice. Any further attempts at stopping the treatment regimen in future are met with a similar fate. Many of these patients thus go on to use the regimen repeatedly or persistently for months together leading to a number of adverse effects on their facial skin. An additional problem with these patients who have already used a mometasone-based triple combination treatment in the past is that they become unresponsive or even intolerant to the usual safer modes of melasma treatment in future.
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This study was performed on 60 patients of melasma who had used a mometasone-based triple combination treatment for a minimum period of 3 weeks anytime in the past 1 year. Any history of application of topical steroids at anytime in the past was taken as an exclusion criterion and the patients were asked about the use of all steroid and steroid-combination brands in the past. Additionally, the patients were shown all these brands available commercially in the market to be absolutely sure about the nonapplication of topical steroids in the past. Patients who had shown intolerability to the triple combination treatment and thus used the treatment for 1 day to a few days only were also excluded from the study. All patients satisfying the above mentioned criteria were given a preformed questionnaire to fill wherein they were asked about their overall experience with the use of the mometasone-based triple combination therapy in the past. The patients were asked about the total duration of its use, its overall effect on their melasma during the application period, and also the sequalae after the treatment was stopped by these patients. Lastly, the patients were instructed to give their opinion about the overall effect the triple combination therapy has had on their facial skin as well as on their melasma especially after stopping the triple combination treatment. The patients were specifically asked to rate the severity of melasma they had before the initiation of triple combination treatment vis-à-vis the severity of the disease at the time of filling the questionnaire. A subjective assessment was thus made and the patients were asked whether their disease had remained the same, deteriorated, or else become better as compared to their disease before starting the treatment with this combination. Patients who felt that their disease had aggravated after using the triple combination treatment were asked to give specific reasons for feeling so. They were specifically asked to comment upon the effect of triple combination treatment on the intensity of facial pigmentation as well as the area of involvement. Another question that was included in the questionnaire was the effect of triple combination treatment on the sensitivity of facial skin to sun exposure. The patients were asked to rate the sun-sensitivity of their facial skin at the time of filling the questionnaire. They were asked to comment upon the duration of sun exposure that they felt would lead to erythema or pruritus on their facial skin without a sunscreen use. The patients were thus asked to compare their present sun-sensitivity with the one before the use of triple combination treatment.

After filling the preformed questionnaire, the patients were also assessed clinically for the presence of any steroid side-effects on their facial skin including telangiectasia, atrophy, acneiform eruption, hirsutism/hypertrichosis, etc. The clinical assessment was performed by a single, nonblinded dermatologist.
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The age of our patients ranged from 17 years to 39 years with a mean of 24.6 years. There were 14 males and 46 females in the study group \[[Table 1](#T1){ref-type="table"}\].
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The duration of melasma ranged from 1 year to 9 years with a mean of 2.1 years.

In addition to the mometasone-based triple combination therapy, the patients had used hydroquinone and/or glycolic acid preparations in the past as treatment options for their melasma.

Majority of patients (31 out of 60) had used the triple combination treatment either recurrently or persistently for more than 3 months over the previous 1 year. The most common cause behind this was the rapid initiation of relapse after any attempt at discontinuation of the triple combination treatment. All of these patients claimed that their disease used to relapse within just a day or two whenever they tried to stop their triple combination treatment. Only 9 patients out of the total of 60 (15%) had used the treatment for a period of less than 4 weeks.

The average duration of triple combination treatment in our patients was about 11 weeks raging from 3 weeks to approximately 2 years \[[Table 2](#T2){ref-type="table"}\].
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Duration of triple combination use and the incidence of adverse effects
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Subjective assessment of the triple combination treatment by the patients revealed that about one-third of the patients (22 out of 60) perceived their disease at the time of enrollment to be worse than what they had before the use of triple combination treatment. The rest (38 patients) claimed that their disease was the same as before and no patient rated his/her disease as better than what he/she had before the initiation of triple combination treatment. The most common worsening factor was an increase in the area of skin involvement that had occurred after stoppage of the triple combination treatment. Fifteen patients also rated the intensity of pigmentation as worse than before.

Another common observation recorded by more than 60% of the patients (38 out of 60) was an increase in the sun-sensitivity of their facial skin after triple combination treatment.

The clinical assessment of the facial skin in patients at the time of enrolment revealed the presence of steroid-induced telangiectasia in 26 patients, skin atrophy in 19 patients, hypertrichosis in 17 patients, and acneiform eruption in 11 patients \[[Figure 1](#F1){ref-type="fig"}\]. The assessment was performed by a single, nonblinded observer in all these patients. The incidence of adverse effects was correlated with the duration of triple combination use and it was found that the chances of having adverse effects increase steeply when the duration of use increases beyond 2 months \[[Table 2](#T2){ref-type="table"}\]. None of the patients who had used the treatment option for less than 1 month showed any evidence of a steroid adverse effect on his/her facial skin. On the other side, the incidence of steroid adverse effects approached 100% as soon as the duration extended beyond 3 months of either continuous or recurrent use.

![Typical changes after the use of triple combination treatment](IJD-55-359-g003){#F1}
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The most important difficulty that comes in the way of treating melasma is the potential of the disease to relapse as soon as the treatment is stopped. While strict sun avoidance along with regular use of a broad-spectrum sunscreen does prevent this relapse in some of these patients the same does not hold universally true in this disease. So, in a general sense relapse is the rule rather than the exception in melasma. In such a scenario the ideal treatment option would thus be one that is able to offer a prolonged remission and at the same time, is safe even on repeated use. Treatment options like topical steroids fail miserably on both these counts when they are used in melasma. Topical steroids especially the more potent ones do give a relief in melasma but this relief is always short-lived and as soon as the topical steroid is discontinued the disease relapses again. Furthermore, continuous or repeated use of topical steroids has the potential to cause a lot of adverse effects on the facial skin.\[[@ref7][@ref8]\]

The idea behind using a triple combination treatment as originally proposed by Kligman and Willis was that the topical steroid would minimize the irritation potential of the topical retinoid as well as that of hydroquinone in addition to having its own pigment inhibiting effect. The topical retinoid is used to increase the proliferation of keratinocytes as well as increase the penetration of hydroquinone. The original Kligman\'s formula has been modified in many ways over the last two decades to suit different skin types. One of these modified variants that has been tested extensively for its efficacy and safety employs a triple combination of 4% hydroquinone, 0.05% tretinoin, and 0.01% flucinolone acetonide.\[[@ref12][@ref13]\] For the Indian skin which is mostly of Type 4 -6 Fitzpatrick skin type, the strength of hydroquinone was reduced to 2% and even the strength of topical tretinoin was reduced to 0.025%. However, what needs to be noted is that the topical steroid used in the original Kligman\'s formula as well as in most of these modifications has always been a mild one. What has happened over the last few years is that hydrocortisone that was employed in the original Indian combination treatments has been replaced by mometasone, a mid-potent topical steroid. These mometasone-based triple combinations have become really popular and their use has multiplied manifold over the last few years. The overall safety of these combinations has unfortunately never been studied in well designed clinical trials. What complicates the situation further is that these combinations are most often used for prolonged periods either by the patients themselves or from prescriptions by the treating physicians. The recommendation that the combination be stopped after about 4-8 weeks is followed rarely at all by the patients. Why this happens in most cases is that the patient lands into a relapse the moment he/she stops using the triple combination therapy and this invariably leads him/her to either continue the treatment of his/her either with or against medical advice. When these patients seek medical advice after months of continuous use of a mometasone-based triple combination treatment, their disease is almost invariably complicated by skin atrophy, telangiectasia, and other steroid adverse effects. The facial skin in these patients also shows an extreme sensitivity to sun exposure, probably because of the skin atrophy associated with the prolonged use of the steroid in the triple combination treatment. Typically these patients also complain that the area of involvement of melasma has also increased with prolonged or recurrent use of the triple combination treatment. This can also be explained on the basis of the variable degree of skin atrophy associated with the prolonged use of the triple combination treatment. This skin atrophy usually does not remain localized to the area of application of the steroid and extends to some extent beyond it as well leading to the involvement of this atrophied skin by the original disease. The facial skin in these patients also becomes intolerant to commonly used drugs for melasma. We have come across patients who had been using this triple combination treatment for more than a year continuously or repeatedly and the management of the disease in such patients becomes a real challenge.
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What this retrospective study has shown us is that a mometasone-based triple combination treatment should be prescribed after a thorough discussion with the patient regarding its potential to cause adverse effects on a prolonged use. The combination should be used with caution in those patients who are unlikely to come for regular follow-ups. And if the combination has already been used once and the patient presents with a relapse, the combination should be withheld and safer modes of melasma treatment should be employed.
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